More than 90% of the stress and anxiety during pregnancy is associated with birth process (1). Labor pain as biological, psychological and social phenomenon, has complex and multiple relationships with many psychological, cultural and racial dimensions and the economic status of human. Therefore, seeking strategies to reduce or eliminate such pain has always been a demand of most mothers and relevant people involved in this domain. Lack of awareness and fear of unknown issues related to pregnancy and childbirth leads to maternal anxiety during this period. As a result of fear and anxiety, stress hormones are increased and may lead to premature delivery, lack of labor progress, low birth weight and fetal hypoxia (2).
Introduction
Throughout the history of the world, the ones who had confronted the bitterest face of poverty and war had always been the women. As known poverty and war affects human health either directly or indirectly, the effects of this condition on health and status of women in the society should not be ignored. This study intends to cast light on the effects of war and poverty on the reproductive health of women. For this purpose, the face of war affecting the women, the problem of immigration, inequalities in distribution of income based on gender and the effects of all these on the reproductive health of women will be addressed.
War and Women's Health
Famine, synonymous with war and poverty, is clearer for women; war means deep disadvantages such as full destruction, loss of future and uncertainty for women. Wars are conflicts that destroy families, societies and cultures that negatively affect the health of community and cause violation of human rights. According to the data of World Health Organization (WHO) and World Bank, in 2002 wars had been among the first ten reasons which killed the most and caused disabilities. Civil losses are at the rate of 90% within all losses (1) . War has many negative effects on human health. One of these is its effect of shortening the average human life. According to the data of WHO, the average human life is 68.1 years for males and 72.7 years for females. It is being thought that severe military conflicts in Africa shorten the expected lifetime for more than 2 years. In general, WHO had calculated that 269 thousand people had died in 1999 due to the effect of wars and that loss of 8.44 million healthy years of life had occurred (2, 3) . Wars negatively affect the provision of health services. Health institutions such as hospitals, laboratories and health centers are direct targets of war. Moreover, the wars cause the migration of qualified health employees, and thus the health services hitches. Assessments made indicate that the effect of destruction in the infrastructure of health continues for 5-10 years even after the finalization of conflicts (3) . Due to resource requirements in the restructuring investments after war, the share allocated to health has decreased (1).
Mortalities and Morbidities
The ones who are most affected from wars are women and children. While deaths depending on direct violence affect the male population, the indirect deaths kill children, women and elders more. In Iraq between 1990-1994, infant deaths had shown this reality in its more bare form with an increase of 600% (4). The war taking five years increases the child deaths under age of 5 by 13%. Also 47% of all the refugees in the world and 50% of asylum seekers and displaced people are women and girls and 44% refugees and asylum seekers are children under the age of 18 (5) . As the result of wars and armed conflicts, women are
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In the e-learning method, the learner can learn educational materials without face-to-face training and even over long distances (9) . This type of training, which is the most important application of information technology, is provided in the form of computer-based learning (10) . In fact, training healthcare providers along with pamphlets and other educational materials do not always meet different expectation levels of pregnant women and satisfy them (11) ; however, in multimedia-based education method, people learn how to learn. There is not time and place restriction in this method, and people can use it for self-study at home or other environments and set contents based on their learning schedule. In this method, employed mothers who had no enough time to visit clinics or to receive training offered by health personnel, can learn educational materials without anxiety or stress (12) . In a meta-analysis published in 2006, it was shown that e-learning was 6% or more, more effective than the face to face training in delivering knowledge (13) .
Regarding the adoption of e-learning in nulliparous women, Lin's study on satisfaction of pregnant women in Taiwan (14), Huang and colleagues' study on lactating mothers' awareness in the postpartum period (12) and the study of Kuo et al on women's awareness regarding newborns care in Taiwan, showed that computer-based training is more effective than the control group that received only the routine training (15) .
Considering the severe effects of pain on the outcomes of labor (2) and the effect of improving the quality of prenatal education on maternal (15) and newborn health as well as the absence of a study on the impact of education on the knowledge about management of labor pain and by comparing two methods of booklet and e-learning, the present study aimed to compare the effect of instructional software and booklet on mothers' knowledge level about the management of labor pain.
Materials and Methods

Study Type and Participants
The present study was a randomized controlled clinical trial, which was conducted on 153 pregnant women referred to healthcare centers in the city of Miandoab in West Azerbaijan province, Iran in 2015-2016.
Inclusion criteria included a written consent to participate in the study, being literate, aged 18 to 35 years, 30 to 34 weeks pregnancy, nulliparous, singleton pregnancy, access to computers and the ability to use computers and exclusion criteria consisted of any pregnancy complication, a high-risk pregnancy, known natural childbirth contraindications, participation in childbirth preparation classes and tendency to cesarean section.
This study is part of a large study where the sample size was determined based on the variable of labor pain intensity (12) . The sample size was calculated 46 people based on the variable of labor pain and by taking into account the m 1 = 50.23, m 2 = 42.66 (taking into account the 15% reduction in labor pain caused by the intervention), sd 1 = sd 2 = 14.44, α = 0.05 and β=0.2), which 51 people were considered in each group by taking into account the 10% loss in the final sample size.
Sampling
Sampling was done in all Miandoab healthcare centers, which included 5 centers.
After the initial selection of participants using convenience sampling, objectives of study were explained to them. They were investigated in terms of having inclusion and exclusion criteria in the case of willingness to participate in the study and if they had the eligibility criteria, the information about the methodology and confidentiality matters was provided. Then, they were voluntarily included in the study and written informed consent was obtained and questionnaires of socio-demographic characteristics and knowledge of labor pain management were filled by participants using self-completed method. The knowledge questionnaire was completed again by the participants 4 weeks after the intervention by participants.
Randomization and Intervention
Participants were assigned into 3 groups; including receiving training booklet (51 mothers), e-learning (51 mothers) and control groups (51 mothers) using block randomization with 3 and 6 block sizes and allocation ratio of 1: 1: 1. To conceal the allocation, type of intervention was written on paper and was placed into numbered matte envelopes. The envelopes were opened in order of participant's entry into the study, and type of intervention received by participants was identified. Allocation sequence was performed by a person uninvolved in the selection of samples and analysis of data.
A face-to-face session was held for 30 minutes by the researcher for the participants in both intervention groups and in addition to delivery of the training booklet or educational software and an explanation on how to use them, the educational content was explained to them and they were asked to study the booklet and software until a sufficient mastery was obtained on the educational content of software and booklet. However, the participants were called by the researcher every week to remind them to study the training booklet and software. The electronic software was developed by the Ministry of Health and Medical Education of Iran and the booklet was also prepared with the same educational content by researcher. The content of the training booklet and software was similar and contains situation modification in pregnancy, stretching exercises and breathing, breathing pattern, relaxation and massage. The control group also received the routine education during pregnancy.
Tools and Methods for Data Collection
Data collection tools included socio-demographic characteristics and knowledge of labor pain management questionnaires, which were completed using self-com-pleted method.
Socio-demographic characteristics questionnaire included questions on age, educational level, sufficiency of family income for living expenses per month, place of residence, marital satisfaction, perceived support from a spouse, and support received from the family.
Knowledge questionnaire was a researcher-made questionnaire that its items were designed by the research team based on the educational content. This questionnaire contained 10 questions, each of which has 3 options of 'correct, ' 'wrong' and 'I do not know. ' Each 'correct' answer was assigned +1 and 'wrong' and 'I don't know' options were assigned 0 score. Scores ranges from 0 to 10. The validity of the questionnaire was confirmed using content and face validity and its reliability was confirmed using test -retest on 30 pregnant women. The intra-class correlation coeffecient (ICC) was equal to 0.76 and the Cronbach alpha was calculated to be 0.82.
Data Analysis
The collected data were analyzed using SPSS 20. Kolmogorov-Smirnov test was used to determine the normality of quantitative data. Chi-square, chi-square for trend, Fisher exact and one-way analysis of variance (ANOVA) tests were used to study the homogeneity of intervention and control groups in terms of socio-demographic characteristics. One-way ANOVA and analysis of covariance (ANCOVA) tests with adjusted baseline score were used to compare mean score of knowledge about labor pain management between the study groups, respectively before and after the intervention.
Results
Sampling began from October 2015 and continued until April 2016. A total of 700 were investigated to determine whether they have the eligibility criteria and 547 of them were excluded from the study due to lacking the eligibility criteria. And finally, 153 people (50 people in the training software group, 51 people in the training booklet group and 52 patients in the control group) were entered into the study and were followed up for 4 weeks and completed the questionnaire of knowledge about labor pain management (Figure 1 ).
There was no statistically significant difference among the 3 groups in terms of socio-demographic characteristics (P > 0.05). The socio-demographic characteristics were shown in Table 1 .
There was no statistically significant difference among the groups studied in terms of the mean knowledge score before the intervention (P > 0.05). Mean ± standard deviation (SD) knowledge score in the software group increased from 1.6 ±0.7 before the intervention to 9.0 ± 2.0 four weeks after the intervention. The same value in the booklet and control groups increased from 1.4 ± 0.6 and 1.6 ± 0.6 to 6.9 ± 1.9 and 3.5 ± 1.3, respectively. According to the general linear model and by controlling the baseline value, the post-intervention mean score of knowledge in the software group (5.5: Adjusted mean difference: 5.5; CI 95%: 4.6 to 6.3) and in the booklet group (3.4; 2.5 to 4.2) had a statistically significant increase compared to the control group. Also, post-intervention mean score of knowledge in the software group (2.1; 1.2 to 2.9) was significantly higher compared to the booklet group (Table 2) .
Discussion
Adequate and proper training increases mother's knowledge about pregnancy and birth and enables her to use in problem-solving strategies in this regard (16) . Effective prenatal education with a focus on raising awareness regarding pregnancy and childbirth process plays an effective role in reducing the fear and stress during pregnancy and is effective for improving self-efficacy in pregnant women (3) . Creating effective educational opportunities with a focus on training non-pharmacological methods of pain relief to pregnant women helps strengthen positive attitudes towards childbirth as a physiological phenomenon rather than a purely medical event and will result in empowering them to cope with fear of childbirth (7). The e-learning program in addition to raising mothers' level of knowledge and satisfaction saves time and expenses as well.
In the present study, education significantly increased the level of knowledge in the software group (5.48 units compared to the control group after the intervention) and booklet group (3.38 units compared to the control group after the intervention). Also, the knowledge level in the software group was also significantly higher than the booklet. Kuo et al conducted a study, in which the level of knowledge in the e-learning and control groups was significantly different 2 weeks after the training to the extent that knowledge score in the intervention and the control groups increased 7.2 and 1.7 times, respectively (15) . In the study of Huang et al, the score of awareness of breastfeeding and the score of attitude towards the breastfeeding in the intervention group increased from 14.7 to 19.2 and from 94 to 103, respectively and there was a significant difference between the 2 groups in terms of level of awareness and attitude towards breastfeeding (12) . The results of the present study are consistent with above studies. Several evidences have shown that software training can be more effective in increasing people's level of awareness and knowledge than traditional training. In a meta-anal- ysis published in 2006, it was shown that e-learning was effective 6% or more than face to face training in promoting knowledge (13) . Mohamadirizi et al highlighted that e-learning package and pamphlets can raise awareness level in women after childbirth, thus, planning and implementing such training as an effective training is recommended (11). In our country, prenatal educations are provided mostly in the form of lectures and in a very short time. Active methods often exert a greater influence on audiences so that the ancient Greeks believed that conversations and mass communication have a greater impact on the audience. Studies have shown that verbal training, along writing training is better than the verbal training alone (17) . In fact, in e-learning (multimedia), written information along with the words and animations can be placed at the disposal of individuals at home or during traveling and at any time and, when necessary, be printed, which is one of the most important advantages of this method (15) . It is reported that knowledge and awareness improves the management of labor pain and computer-based training programs can be effective in increasing pregnant women's level of awareness and knowledge about childbirth and pain-compatible behaviors (18) .
Considering that in the booklet and software groups, people take responsibility of their own learning, it seems that there is a deeper learning thereby increasing the level of knowledge and awareness. Also, this education method, as an independent educational method, could have a potential effect in achieving the intended educational objectives.
The strengths of this study included observing all clinical trials principles, including random allocation and allocation concealment. Also, comparison of the use of modern teaching method with a traditional method was another strength point of this study. One of the limitations of this study was the possibility of forgetting to study the training packages, which was controlled by the weekly telephone contact made by the researcher. It is recommended that further studies in this field to be performed using other modern teaching methods, including the Internet. For comparison groups before intervention, one-way ANOVA was used and for comparison after intervention groups, ANCOVA was used. a Mean (standard deviation); b Adjusted mean difference (CI 95%).
Conclusion
The results showed that e-learning method raised pregnant women's level of knowledge regarding labor pain management, which plays a key role in the choice of delivery method and reducing the demand for cesarean section. E-Learning, because of its interactive nature, self-guidance, flexibility, lack of time and place constraints, can resolve some of the problems exist in the country for childbirth preparation classes and enhances and enriches training programs.
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